Nonobstructive ectopic accessory mitral valve tissue in association with left ventricular apical aneurysm  by Sajja, Lokeswara Rao & Mannam, Gopichand
Brief Clinical Reportssuggested by Oka and colleagues.3 The authors found that
patients with BE have significant suppression of T-cell and
B-cell function as well as interlukin-2 production. In addi-
tion, Hsu and associates4 reported a case of metastatic
esophageal cancer arising in BE in a patient with chronic
lymphocytic leukemia with documented B-cell dysfunction.
In the present report, the use of induction therapy followed
by intense immunosuppression certainly placed the BE at
increased risk for malignant transformation.
It is possible that the metaplasia in this patient may have
progressed into high-grade dysplasia prior to the transplan-
tation, taking into consideration the 22-month gap between
the diagnosis of metaplasia and the transplant. Endoscopic
surveillance during the waiting period would have permitted
an early diagnosis; however, this was not possible in view of
the patient’s poor pulmonary status.
Only one case of rapid progression of BE to adenocarci-
noma has been reported after liver transplantation,5 and to
our knowledge, the present case is the first reported after
lung transplantation.From the Lung Transplantation Program, Division of Thoracic Surgery, Centre
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218 The Journal of Thoracic and Cardiovascular SurgIt becomes essential to ask whether the diagnosis of BE in
pretransplant patients precludes them frombeing transplanted.
Although there is no clear answer, there is no doubt that these
patients should undergo upper gastrointestinal endoscopy on
a regular basis prior to their transplant. Close surveillance
after transplantation is certainly warranted to detect signs of
dysplasia. Should high-grade dysplasia occur, adjustment
of the immunosuppressive therapy is necessary and ablation
or resection of the dysplastic mucosa should be considered.
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with left ventricular apical aneurysmLokeswara Rao Sajja, MS, MCh, MD, FACS, and Gopichand Mannam, FRCS (Glasg), FRCS(Ed), FRCS
(CT), Hyderabad, IndiaAccessory mitral valve tissue is a rare congenital cardiac
anomaly, an uncommon cause of left ventricular outflow
tract (LVOT) obstruction, and usually diagnosed during
childhood. We report a case of a nonobstructive accessory
mitral valve in a 33-year-old woman who was evaluated
for systemic embolization that resulted in right hemiplegia.
A mass lesion was diagnosed in the apical region of the
left ventricular (LV) cavity by means of transthoracic and
transesophageal echocardiography. A cardiac magnetic res-
onance image (MRI) showed a mass lesion in the LV cavity
and LV apical aneurysm. The patient had undergone suc-cessful excision of the mass lesion, which was accessory mi-
tral valve tissue, and linear repair of the LV aneurysm.CLINICAL SUMMARY
A 33-year-old woman who recovered from right hemiple-
gia was referred to our center with a diagnosis of an intraca-
vitory mass lesion of the left ventricle. On physical
examination, she had a regular pulse, with a rate of 80
beats/min and a blood pressure of 126/80 mm Hg. Her first
and second heart sounds were normal, and there was no mur-
mur. An electrocardiogram showed sinus rhythm. She was
evaluated with transthoracic and transesophageal 2-dimen-
sional echocardiography and Doppler scanning, which
showed a mass in the LV cavity, and there was no gradient
across the LVOT. A cardiac MRI demonstrated a mass le-
sion in the LV cavity attached to the distal interventricular
septum and LV apical aneurysm (Figure 1, A). A coronary
angiogram showed normal epicardial coronary arteries.
She underwent excision of accessory mitral valve tissue
and linear repair of the LV aneurysm through a standard
median sternotomy during cardiopulmonary bypass. Theery c January 2010
FIGURE 1. A, Preoperative cardiac magnetic resonance imaging 4-chamber view showing a normal mitral valve and a mass lesion in the left ventricular
cavity extending into the left ventricular apex, which is aneurysmal. B, Postoperative cardiac magnetic resonance imaging 4-chamber view showing no re-
sidual mass lesion in the left ventricular cavity and a normal mitral valve. LA, Left atrium; RA, right atrium; LV, left ventricle; RV, right ventricle.
Brief Clinical Reportsmyocardial protection was achieved with moderate hypo-
thermia and antegrade cold blood cardioplegia. The mass
lesion of the LV cavity was approached through the left ven-
triculotomy made through the aneurysm (Figure 2, A), and
the mass lesion, which looked like accessory mitral valve tis-
sue (Figure 2, B), was attached to the interventricular septum
and was not connected to the normal mitral valve, which
makes it ectopic accessory mitral valve tissue. The accessory
tissue was excised in toto without damaging the adjacent
structures. The postoperative cardiac MRI showed no resid-
ual mass lesion in the LV cavity and a normally functioning
mitral valve (Figure 1, B). Postoperatively, warfarin and ace-
tylsalicylic acid therapy were discontinued because there
was no clot in the left ventricle. The histopathologic exam-
ination of the wall of the aneurysm was suggestive of scar
tissue but not of a diverticulum.
DISCUSSION
There have been about 50 cases of accessory mitral valve
tissue reported in the medical literature ever since the first
case was reported by MacLean and associates.1 In about
two thirds of cases, the accessory mitral valve was associ-
ated with other cardiac anomalies, and symptoms had devel-
oped during infancy or early childhood.2,3 The LVOT
obstruction is usually the mark of this anomaly, and onlyFIGURE 2. A, Intraoperative photograph showing the thinned-out and indented
operative photograph showing accessory mitral valve tissue attached to the distal
The Journal of Thoracic and Caon 3 occasions was it not associated with obstruction of
the LVOT.4 Accessory mitral valve is an uncommon feature
in an adult patient, and the accessory valve tissue is usually
recognized during the surgical procedure.5 There are, how-
ever, no reported cases of systemic embolization caused
by accessory mitral valve tissue or its association with
a left ventricular aneurysm. The widespread use of 2-dimen-
sional echocardiography and color Doppler scanning has
greatly improved the accuracy of diagnosis of intracavitory
mass lesions of the left ventricle. An MRI is collaborative
in delineating the morphologic details of the accessory
mitral valve tissue.
In the present case in the presence of a mass lesion in
the LV cavity, we had presumed preoperatively that the
mass lesion could be a ventricular myxoma, but the mor-
phologic features noticed at the time of the operation
and histopathologic examination revealed the mass lesion
to be accessory mitral valve tissue. The associated apical
aneurysm was of the congenital variety and was not asso-
ciated with a stenotic lesion of the epicardial coronary ar-
teries. To the best of our knowledge, a congenital LV
aneurysm in association with accessory mitral valve tissue
has not been reported in the English literature in the past.
Excision of the accessory mitral valve tissue can be per-
formed safely through a ventriculotomy made throughpart of the anterior wall of the left ventricle, which is aneurysmal. B, Intra-
part of the interventricular septum and papillary muscle of the mitral valve.
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Brief Clinical Reportsthe wall of the aneurysm without damaging the adjacent
structures.References
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